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SCAN'S website goes live 

by Meredith Mora 


A fter a process of consultation 
and development, SCAN 
is pleased to announce 
the launch of its website at 
www.scan.uk.net . A dedicated site for 
addiction specialists, www.scan.uk.net 
offers a plethora of information and 
resources, a forum for discussion and 
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debate, and a mechanism to enable 
specialists to feed back to 
policymakers. The content and 
facilities provided on the site have 
been developed with the findings of 
the SCAN First National Survey of 
Addiction Specialists (2004) in mind as 
well as other suggestions offered 
during visits by SCAN to specialists and 
specialist networks across England. 

The site has two main sections; a 
homepage and related pages that are 
available to the public (approx 20%), 
and a larger area that is accessible only 
to registered members (approx 80%). 
Registration isopen to consultant 
psychiatrists, specialist registrars and 
associate specialists specialising in 
addiction. To ensure the integrity of 
the members' area, checks are made 
against registrations before 
membership is granted. Though SCAN 
is an English initiative, the team have 
been able to make website 
membership available to addiction 
specialists throughout the UK and in 
the Republic of Ireland. 


SCAN goes forth! 

by Colin Drummond, SCAN lead 

G reetings from SCAN I and! 
Since the last issue of 
SCAN bites I am pleased to 
report significant progress on 
several of our projects which aim to 
improve the lot of addiction 
specialists. Our national survey of 
addiction specialists in England is 
now complete and I would like to 
thank everyone who took the time 
to fill in the questionnaire. 

We had an overwhelming 
response rate and a great many 
useful comments and suggestions. 
The survey has been invaluable in 
planning SCAN's work programme. 
It has also shown that there are 
many common issues for addiction 
specialists nationally (see page 6). 
Setting up an organisation like 
SCAN is a bit like organising a party 
and worrying if anyone will turn up, 
let alone it being a success. Happily, 
as with most parties, such anxieties 
were unfounded. The response 
from the field has been extremely 
positive. I am increasingly 
convinced that we will be able to 
make an impact if addiction 
specialists speak with one voice. 

And SCAN aims to make that 
possible. 

The next big thing is our 
national launch which will take 
place in Birmingham shortly after 
this issue hits the news stands. We 
have once again had an excellent 
response from the field and will be 
unable to provide places for 
everyone who wanted to attend. We 
will be looking at ways of securing 
the funding to increase the capacity 
of the next national event. 

In this issue of SCAN bites, we 
introduce the new SCAN website 
(see this page). This has been a 
project in development for many 
months. We wanted to make sure 
that it was fully operational before 
going live, and I want to thank 

► page 2 




► page 7 






















































SCAN GOES FORTH 


INTERVIEW: ANNETTE DALE-PERERA 


► everyone who has put a lot of hard work into 
its development, particularly our co-ordinator 
Meredith. It contains what I hope you will agree 
are many useful resources for addiction 
specialists. But this is not meant to be a dusty 
library of information. It is designed to be 
interactive. And that needs you to log on, enter 
the discussion forum, send information, and 
post notices. If you are organising an event, let 
us know about it. If you are advertising an 
addiction specialist job, send the advertisement. 
This is a free resource that is more effectively 
targeted at addiction specialists than anything 
previously available. We now have over 250 
addiction specialists in the British Isles on our 
database including consultants, SpRs and 
associate specialists, who will have access to 
this database. Is there something you want to 
ask them or tell them about? Have you 
developed a clinical protocol that other 
specialists might find useful? Have you seen a 
document, not already in our document store, 
that would be useful to other addiction 
specialists? If so, send it to us, and we will sort 
out the copyright issues to put it on the web (in 
the case of local protocols, please clear it with 
your trust first). Are there website links that you 
have found useful?Tell us about them. Please 
put www.scan.uk.net in your web browser's 
'favourites' and make use of it. 

What else is on the horizon? We have 
developed a close working relationship with the 
National Treatment Agency (NTA) which has 
tasked us to provide feedback from the field on 
various projects (see article on right). In the 
immediate future, the NTA will be looking for 
comments on the revised Models of Care for 
Drugs and a new Models of Care for Alcohol. 

We will be carrying out web-based surveys 
relating to these projects over the coming 
months and I would urge you to take the 
opportunity to provide your feedback. Also, we 
are currently planning a survey of job plans for 
addiction specialists. This could have important 
implications for the working lives of addiction 
specialists. 

Finally I would 
like to thank 
everyone in the 
wider SCAN 
community for all 
their positive 
support and 
practical 
contributions to 
various projects. 

SCAN goes forth! 

But we couldn't 
do it without your 
help. 



Coming in from the cold? 

Meredith Mora, SCAN bites features editor, interviews Annette 
Dale-Perera of the NTA. 


Our survey of specialists (see 
page 6) showed that addiction 
specialists want to see change 
in the way the MTA engages 
with them. With this in mind I 
approached the interview with 
some trepidation... 


I was due to interview Annette 
Dale-Perera, Director of 
Quality at the National 
Treatment Agency at 9am. I 
hoped to establish how the NTA 
plans to work with specialists and 
to obtain a preliminary response 
to the findings of SCAN's First 
National Survey of Addiction 
Specialists (2004). I approached 
the building with a copy of the 
survey (the gauntlet) in one hand 
and two takeout lattes (the olive 
branch) in the other. 

Annette has a long history in 
the field of addiction. She 
worked in services then went on 
to research work at Imperial 
College. Prior to joining the NTA 
she was Head of Policy at 
Drugscope. A prime mover in 
systems change nationally, there 
is no doubt that Annette is 
passionate about improving 
conditions, standards and quality 
of services to substance misusers. 
The NTA has been influential in 
the increase in spending on 
substance misuse treatment and 
increasing numbers in treatment, 
but I was keen to establish the 
NTA's plans for addiction 
specialists' involvement in this 
process in the future. 

To set the scene I explained 
that we had embarked on the 
survey to establish what kinds of 
support specialists wanted and 
what that support should look 
I i ke. I asked An nette for the 
NTA's overall impressions of the 
findings. 

"It demonstrated to me the 
fact that the specialists wanted a 
network and SCAN was needed. 

It also validates the need to 
involve specialists in some of the 
key policy areas. At the NTA we 
work quite hard to involve 
stakeholders in the quality and 


policy development. To know 
that the specialist group in 
particular were keen to be 
involved in strategic development 
and policymaking is very 
heartening." 

Her response lead me 
seamlessly into one of the major 
themes that came out strongly in 
the survey findings - that most 
addiction specialists experience 
alienation from the policy 
process, are concerned about 
what they see as a lack of clinical 
consultation, and want to be 
actively involved in development 
at the level of the NTA. 

"I think it's a difficult world 
that we inhabit, particularly when 
we're trying to push such major 
systems change. This has an 
impact on every professional 
group and I think particularly the 
specialists, who generally have 
chosen addiction work because 
they have a deep-seated 
commitment to the client group. 
From their perspective you have 
all of these "new kids on the 
block" and political attention to 
an agenda that's been ignored. I 
think that creates quite a difficult 
dynamic. The NTA has tried very 
hard to find common ground 
with the addiction specialists via 
the Royal College of Psychiatrists 
because actually we're all trying 
to do the same thing - to improve 
the services for our client group. 
We have disagreements about the 
way that's happening and the 
pace at which that's happening. 
We might need to debate about 
the direction and pace but 
generally we're all working in the 
same direction." 

I asked Annette whether the 
NTA would be interested in 
working with SCAN to set up a 
mechanism for consulting 
specialists. 

"We wholly support the idea 
of a consultation forum. If we 
have a clinical policy issue that 
we need to produce guidance on, 
we routinely ask for consultation 
on it and we'd be more than 
happy to use the SCAN network 
to do that. The first big policy 
issue that we'd like to engage 
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How the NTA plans to work with addiction specialists 


SCAN on is the Review of Models 
of Care for Drugs and a new 
Models of Care for 
Alcohol... we'd very much 
welcome feedback from 
psychiatrists." 

That lead me on to another 
major theme from the findings - 
specialists want a formal 
mechanism for feeding back to 
policymakers on local issues. 

"If people would like to raise 
issues that are happening in their 
region or their area we can agree 
formal mechanisms by which that 
feedback can be put straight into 
the NTA regional teams. We 
would very much welcome 
setting up a process by which 
comments can be emailed back 
and you will get a response 
within a set timeframe." 

I asked how the NTA 
attempts to engage with 
addiction specialists in local 
areas. 

The NTA has regular 
meetings with provider groups in 
local areas including 
commissioners, user groups and 
carer groups. Some regions have 
meetings with specialist groups. 
We also piggyback on meetings 
where they already exist. 

However, the primary way that 
we work is to performance 
manage the treatment planning 
process so our initial target 
audience is the commissioners 
and the joint commissioning 
group. Our official role is to 
manage the pooled treatment 
budget - to protect it from 
mainstream disinvestment - and 
to manage the treatment 
planning process, to double the 
numbers in treatment by 2008. 

"We need good stakeholder 
involvement, not just from 
commissioners, but also from 
different types of providers, users 
and carers. We think there is 
great benefit in different 
stakeholder groups working 
together to develop local drug 
treatment systems. 

"From a regional perspective, 
up until 6 months ago many 
regions had one NTA staff 
member covering a whole region 


so we need to have some realism 
about what we can and can't do 
here. It's difficult enough 
keeping track of all of the services 
- which change on a surprisingly 
regular basis. I think it's part of 
the professional groupings' own 
responsibility to make their 
constituency known to the NTA." 

"So if a specialist makes 
him/herself and his/her local 
concerns known to the NTA, can 
the NTA get involved? 1 

"It depends what the issue is. 
If people have concerns they 
should raise them with NTA 
regional offices. Where there is a 
dispute between commissioners 
and providers we may intervene 
if we are asked - but sometimes 
it's not apparent to us where 
there's a dispute. For example, 
where there's an issue that's 
about clinical services our 
regional teams will often work 
with the NTA Clinical Team to 
look at the best way forward. 

This may involve the Clinical 
Team reviewing service 
specifications to see if they're in 
line with clinical guidelines and 
our commissioning guidelines. If 
there's an issue in relation to 
clinical practice what we would 
normally do is recommend that it 
is dealt with in the first instance 
through the normal clinical 
governance structures that 
should be in place locally 
Investigation and inspection is 
the remit of the H ealthcare 
Commission. However, the NTA 
has a new joint inspection unit 
that will be operational this year." 

Any final thoughts? 

"I think we have an opportunity 
to fundamentally expand and 
improve drug treatment in the 
way that hasn't occurred for 
decades. Inevitably that means 
that some providers are going to 
have to come in from out in the 
cold and join the mainstream in a 
way that hasn't been wanted 
before and that's got 
consequences for everybody, 
including more performance 
management as we have more 
public money and political 


attention. It's not an easy 
process but we're all trying to 
improve services for our client 
group." 

My first impression was that 
it is timely for the NTA to invite 
specialists to "come in from the 
cold". What is less clear is what 
the temperature is likely to be 
like inside. One very positive 
temperature gauge is that the 
NTA has agreed to the setting up 
of formal mechanisms so that 
specialists can: 

• be consulted on policy matters 

• inform the NTA of local 
concerns 


APPROACHES to local 
commissioning issues remained 
unclear. The NTA can intervene 
through regional teams but 
sometimes they're the ones 
pushing for changes in local 
commissioning, so would that 
actually be a viable intervention 
in practice? Potentially there will 
be situations where the NTA and 
specialists disagree. There is 
potential for the NTA Clinical 
Team who can bring a clinical 
perspective to an often political 
situation. However, it is unclear 
exactly how that influence will be 
brought to bear. 

I left the interview feeling 
that the major themes from the 
survey, some of which were 
critical of the NTA, were 
acknowledged. I also had a 
strong sense of 
commitment from the 
NTA to engage with 
addiction specialists and 
broaden their 
consultation processes. 

We will be working 
with the NTA to carry 
out consultation with 
addiction specialists via 
our website 
www.scan.uk.net. This 
will be a good start to 
warming the extremities 
if not the hearts of 
addiction specialists. 


Meredith T. Mora 


"From the 
specialists’ 
perspective 
there are a 
lot of new 
kids on the 
block...” 
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METHADONE TREATMENT 


Hicji dose methadone: 
balancing the evidence 
with service delivery 


Dr Lesley Peters, Consultant Psychiatrist, Manchester Drug Service, Bolton, Salford & Trafford 
Mental Health Trust, reviews the evidence applied to the UK clinical setting. 


T he advantages of high dose 

methadone maintenance treatment 
have been recognised internationally 
for many years. However it is only relatively 
recently that the issue of methadone dose 
has been on the agenda in the UK treatment 
setting. Indeed, as with other aspects of 
evidenced based methadone programmes 
such as supervised consumption and 
enhanced counselling services, the UK has 
been slow out of the blocks. 


CURRENT guidance to treatment providers 
such as the Department of Health clinical 
guidelines 1 , Models of Care 2 and the recent 
NTA Research into Practice briefings on 
methadone maintenance treatments 
emphasise the greater benefits associated 
with daily methadone doses between 60 - 
120mg. While the focus on more effective 
treatment programmes is welcome, the 
emphasis on the crime reduction agenda 
driving it may sit uneasily with many 
clinicians. The key question for many will be 
1. whether high dose methadone will benefit 
this individual patient? and 2. can my service 
safely deliver this treatment? 



The Research into 
Practice briefings 
summarises some of 
the evidence that 
higher methadone 
maintenance doses 
have better outcomes 
in terms of retention 
in treatment and 
illicit heroin use 

I 1 compared to low 
dose 

programmes. The 
Cochrane review 
of methadone 
maintenance 
doses indicates 
more effective 
dosages in the 
range 60 -lOOmg 4 . 

Observational 
studies have 
shown that doses 
of greater than 


80mg are associated with increased 
treatment retentions. NTORS reported the 
average methadone maintenance dose to be 
less than 50mgs 6 . Well-known difficulties 
arise when interpreting the international 
evidence - base in a UK context as 
methadone maintenance treatment has 
generally been delivered in a more 
structured setting, particularly in the US. In 
addition the nature of heroin users in 
treatment in the UK has changed 
considerably from those seen in the early 
high dose methadone maintenance 
programmes of the 1960s which followed 
the 'narcotic blockade' model of Dole and 
Nyswander. These individuals were recidivist 
heroin addicts whereas services in the UK 
now see a far broader range of individuals 
with many younger users with short histories 
of use who may not be injecting. This 
requires a more flexible approach to 
methadone dose and treatment options. 
However the NTORS results support the 
previous research which utilised different 
treatment models and patient populations. 
Again higher methadone doses were 
associated with better outcomes. NTORS 
also showed that patients in methadone 
reduction programmes had poorer 
outcomes than those in maintenance 
programmes and often ended up in de facto 
low dose maintenance programmes. 

How high should we go?Although the 
evidence supports higher doses there is no 
consensus on ceiling dose. Individuals vary 
in metabolism of methadone and so-called 
'fast metabolisers' may require higher doses. 
Some commonly prescribed medications 
enhance methadone metabolism. Some 
services may have the facility to observe as 
inpatients clients requiring dose titration 
above 120mg. Therapeutic plasma level 
monitoring may provide some guidance. 

Barriers to delivering higher dose methadone 
maintenance treatment include the service 
and staff philosophy, safety concerns, 
patients 1 preferences, workforce issues and 
availability of psychosocial services. 

Service and staff philosophy 

Many UK treatment services have operated 


methadone reduction programmes rather 
than adopting a maintenance philosophy 
NTORS data does not support this as a 
mainstay of treatment. It can be an intensive 
process working with staff to change views on 
best practice and enable staff to feel confident 
working in a different way. 

Safety concerns 

The availability of supervised consumption 
facilities can determine a service's ability to 
deliver high dose methadone. With increasing 
doses there are increasing risks in relation to 
abuse, overdose and diversion. While higher 
dose methadone treatment is associated with 
reduced mortality, greater safeguards are 
needed. Without facilities for observed 
consumption either in a clinic or via 
community pharmacies, optimised 
methadone treatment can't be delivered 
safely. Clinicians need to be skilled in 
assessment, initiating and titrating methadone 
dose and local protocols should be 
developed. Safety can be enhanced by 
addressing other substance misuse especially 
alcohol and benzodiazepine misuse. 

Patient preference 

Patients may be ambivalent about high doses 
of methadone. Individuals may dislike the 
subjective effects of high dose methadone. 
They may prefer lower doses to enable 
ongoing heroin use. They may feel this will 
be easier to detoxify from or they may be 
unwilling to enter supervised consumption 
and dose titration to reach higher doses. This 
reflects the long history of treatment with less 
supervision in this country Clinicians have a 
responsibility to ensure that clients are fully 
informed about the evidence relating to 
adequate doses. But just as there should not 
be enforced reduction there can't be 
enforced titration. 

Wjrkforce issues 

The recent rapid expansion in drug services 
has resulted in large numbers of new workers 
with wide variations in skill and knowledge 
levels. Managing clients on high dose 
methadone may seem daunting to staff with 
subsequent reluctance to increase dosages. 
Several studies have highlighted the 
importance of the client-keyworker 
relationship on treatment outcome. 

Psychosocial services 

NTA Research into Practice briefing No. 4 
summarises the evidence for structured 
counselling, other psychosocial interventions 
and ancillary services in enhancing 
methadone maintenance outcomes 7 . Any 
methadone programme needs to be part of 
an overall care-planned approach to 
treatment. 

In summary, guidelines may guide but they 
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INTERVIEW: SCOTT PAYNE 


cannot determine individual clinical 
decisions. Decisions relating to methadone 
dose remain in the hands of clinicians. 
Clinicians need to make those decisions 
armed with the evidence to achieve optimal 
individualised interventions. They also need 
to ensure that such evidence - based 
treatment can be safely implemented locally 
and be pro-active in remedying deficiencies 
in the service. 


"What do Specialist Registrars need 
and how can SCAN support them?" 
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Dr Susanna Galea interviews 
Dr Scott Payne 

Dr. Scott Payne is in his final year of 
training as a Specialist Registrar in 
Addiction, within the Yorkshire 
Psychiatry Rotation. He worked at 
the Leeds Addiction Unit and also in 
the Addiction Servicesin Bradford. 
He aims to become a Consultant 
Addiction Psychiatrist. 


S cott also has the role of 
representing Specialist 
Registrars on SCAN Steering 
Group. It is within this capacity that 
we asked Scott the following 
questions: "What do Specialist 
Registrars in Addiction need?" and 
"How could SCAN support Specialist 
Registrars in meeting such needs?" 
This is what Scott said: 

"Working in addiction psychiatry 
should be an exciting option for 
SpRs. Achieving this entails 
optimising training during the SpR 
period and preparing as much as 
possible for the step up to consultant. 
SCAN is in an ideal position to assist 
with the implementation of many of 
the practicalities involved. 

Already in place is the Annual 
SpRs in Addictions Conference which 
to date has been extremely well 
received and stimulating both 
intellectually and socially. SCAN's 
offer of assistance with publicity and 
organisation will be greatly 
appreciated. The spin off SpR e-mail 
group from these meetings is an 
excellent medium to publicise events, 
debate issues, distribute speakers' 
slides and monitor ageing via the 
annual photo! Again having SCAN I.T. 
support will be invaluable. 

The SCAN website could be a 
useful tool for advertising other 
relevant conferences or training 
events. I was fortunate enough to 


receive a bursary to attend the RC 
Psych Barcelona meeting and any 
details of financial support could be 
made available to interested SpRs. It 
could also be a place to discuss 
special interest sessions or research 
ideas / potential collaborations. 

With its close links with the Royal 
College, DoH and NTA, SCAN is 
ideally placed to keep SpRs abreast of 
developments in the field and 
relevant policy documentation. These 
can appear at a rapid rate and be 
daunting to keep up with, particularly 
if not working in an addictions post 
at the time. Summaries and informed 
views on these would be a great help 
in keeping SpRs up-to-date. 

When the time comes to be 
looking for consultant posts several 
things would be useful. Having an 
opportunity to visit other services and 
see how they operate could be 
invaluable, particularly if there are 
few addiction posts on a particular 
rotation. Having a clear 
understanding of the roles and 
responsibilities of an addiction 
psychiatrist will be helpful when 
discussing job plans, and identifying 
potential local mentors to supervise 
through the initial stages of a new 
post would offer much appreciated 
support. 

Finally, an understanding of 
commissioning procedures, 
developing services, working at the 
interfaces with primary care and 
general psychiatry and leadership 
skills have all been identified as 
important on the SCAN survey to 
both consultants and SpRs, and I look 
forward to the SCAN conference to 
have some of these areas addressed. 
Hope to see you there!" 

"Thank you, Scott!" The needs 
highlighted by Scott will serve as a 
basis for the development of a 
National Survey for Specialist 
Registrars by SCAN. 
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NATIONAL SURVEY 


c^€0bf involved with a network 

want tS b t e ) jt9n0lted on clinical policy issues 

in combin 


work i 


bined drug & alcohol services/teams 


mean weekly clinical sessions 
provided by addiction specialists 


need a feedback process 
to policymakers 


and policy makers. 

The survey, conducted by 
SCAN, was developed following 
field visits across England. 
Visiting specialists from all 
regions of the country allowed 
the SCAN team to formulate a 
postal survey which was 
circulated to 125 specialists. 

The survey, which asked 
specialists about their job, 
needs, and challenges facing 
the field was returned by 77%. 
Professor Colin Drummond, 
the project lead said: "the 
survey reveals a clear demand 
and role for SCAN; the 


The Specialist Recjstrar Network in Addictive Behaviour: An Update 


THE NETWORK for Specialist Registrars 
(SpRs) in Addictive Behaviour has been 
running since June 2002. It started off 
through the initiative of Dr. Ed Day, Dr. Fleur 
Ashby and Dr. Nav Ahluwalia, with the aim of 
developing a supportive network. For three 
years running, the SpR network has 
organised annual conferences, a website and 
e-group, providing good opportunities for 
communication between SpRs working in 
the field of addiction. 

During the Annual Conference in June 
2004, the future of the SpR group was 
discussed. Those present agreed that the 
network served a good purpose and needed 
to continue. Recognition was given to the 
hard work of Dr Ed Day and a few others to 
keep the network running. 

So, what are the changes? How will the 
network survive? The following is an outline 


of recent developments: 

• Five SpRs working in the London area are 
currently in the process of developing a 
working party, with the aim of organising 
next year's SpR Annual Conference. 

• Dr. Henrietta Bowden-Jones has taken 
over the role founded by Dr. Ed Day as the 
SpR Network Lead, as Dr. Ed Day has since 
become a Senior Lecturer/Consultant. 

• The SpR Network is currently in liaison 
with SCAN, to discuss how SCAN can offer 
support for the SpR network to continue 
running efficiently. 

This is an exciting time for the SpRs in 
Addiction, with many changes occurring to 
develop and promote the activities of their 
Network! 

Dr Susanna Galea, Clinical Lecturer and 
Specialist Registrar, SCAN 


specialists, which do not 
necessarily take account of the 
extended roles of specialists 
such as policy development. To 
emphasise the diversity in job 
plans the survey revealed that 
specialists offered an average of 
6.9 weekly clinical sessions with 
a standard deviation of 3.4 
indicating a considerable 
variation across the profession. 

Discussing this issue at the 
recent Royal College of 
Psychiatrists' Residential Meeting 
specialists, we identified similar 
findings. A straw poll of 
participants in a workshop 
identified that the advent of job 
plans for many specialists had 
created tension between clinical 
sessions versus policy sessions, 
with some specialists not having 
any dedicated sessions for policy 
work. It was recognised that an 
exercise in identifying the 
parameters of job plans would 
be helpful to specialists. 
Understanding what is the 
'typical' job plan may prove 
useful in future discussions with 
the British Medical Association 
(BMA) and NHSTrusts. 

THERE IS a clear role for SCAN 
within the speciality; although 
68% of respondents stated they 
were involved in some form of 
existing network (Regional 
meetings, professional groups, 
etc.) 70% of these respondents 
identified the need for SCAN in 
supporting these existing 
forums. 

Respondents signified their 


What specialists want 

Tom Phillips discusses results from the First National Survey 
of Addiction Specialists. 


A ddiction specialists 
need and want to 
engage with policy 
makers and the National 
Treatment Agency (NTA) on 
policy and clinical issues. The 
first National Survey of 
Addiction Specialists found that 
this was the overwhelming view 
from the field. More than 80% 
of addiction specialists who 
participated in the survey stated 
that they needed to create 
formal mechanisms by which 
that could feedback to the NTA 


challenge is to address those 
issues raised". 

The need for engagement 
of specialists in policy 
development was further 
emphasised through the 
comments supplied by 
respondents. Nearly two-thirds 
(63%) of respondents clarified 
why they felt this was necessary 
with one consultant stating: 
"Because of diversity of existing 
services and local needs, local 
commissioners may need help 


and advice as to the priorities". 
Over a third of these statements 
reiterated similar points of view 
with a further 33% of the 
statements referring to current 
clinical and strategic problems 
in local areas with another 
specialist reporting: ‘They 
(policymakers) don't appear to 
listen to individuals, so a body 
(SCAN) maybe better". 

Professor Drummond said: 
"It is important to work with all 
the relevant stakeholders to 
create the right mechanisms, 
but what remains is the need to 
find effective and robust 
systems for consultation of 
specialists in the development 
of policy, and in providing 
feedback to the centre about 
the impact of policies as 
perceived by specialists.” 



One of the principal aims of 
the survey was to help map the 
specialists in the addiction 
treatment field. SCAN worked 
closely with College Research 
Unit (CRU) so as not to 
duplicate their study of 
specialists. 

Responses came from 
specialists representing all 
regions of the country with 
nearly three-quarters of the 
participants being NHS 
Consultants. Advice and help on 
job plans was high up on the list 
of requests for SCAN's help with 
fifty-four percent wanting some 
form of help. The advent of the 
consultant contract has 
generated much discussion. 
Employers, particularly NHS 
Trusts, are negotiating very 
different conditions for 
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will attend SCAN events 



intention to use the network 
with the vast majority stating 
they would utilise the website 
and attend events involving 
SCAN. There was also common 
agreement on which themes 
were of most interest to the 
addiction specialist. The survey 
offered thirty possible themes 
with six receiving majority 
support: 

• Update on new research 

• Co-morbidity 

• Implementing treatment 
approaches 

• Consultant contract 

• Working effectively with 
commissioners 

• Leading clinical services 

PROFESSOR Drummond stated 
'The interest in these themes 
was not surprising given the 
overall emphasis of the survey 
results", which identified four 
main issues: the need for 
specialists to be more engaged 
with the policy agenda; deficits 
in current commissioning 
processes; support with job 
planning; the need for support 
in implementing evidence-based 
clinical practice. 

The survey highlights that 
although addiction specialists 
are relatively few in number, 
when compared with other 
professional groups in addiction 
treatment there is considerable 
agreement and consensus 
regarding the issues facing the 
field when these views are seen 
collectively. The survey revealed 
a high level of concern about 
the impact of policies and 
variations in implementation at 
a local level. In order to increase 
the true involvement of 
specialists such that the field 
works to common objectives, 
we need to reach a situation 
where specialists feel that they 
are being heard and change is 
taking place. 

The full survey report was 
submitted and approved by the 
SCAN Project Management 
Group in August of this year and 
is now available on 
www.scan.uk.net to registered 
members. The report will be 
discussed at the next Royal 
College Faculty Meeting in 
September. 

Tom Phillips , SCAN Policy 
Advisor 


WEBSITE 



► V&bsite goes live /from page 1 


The content of the members' area has 
been arranged according to main 
categories of information: 

• Networks & contacts 

• Resources 

• Surveys and polls 

• Discussion forum 

• News 

• Noticeboard 

The 'networks & contacts' section 
provides information on specialist 
networks, Royal College of 
Psychiatrists' regional representatives 
and policy contacts for each of the 9 
Government Office regions of England, 
as well as Northern Ireland, the 
Republic of Ireland, Scotland and 
Wales. 

It also provides a Royal College of 
Psychiatrists' page for information on 
the Substance Misuse Faculty and its 
representatives. 

We have met with the Specialist 
Registrar Network to develop joint 
working so that SCAN can help to 
strengthen the network of SpRs 
training in addiction (see SpR column, 
page 5). To that end, we have 
developed dedicated SpR pages in our 
'networks & contacts' section to 
provide information of particular 
relevance to SpRs. 

The 'resources' section contains 
documents and links we have gathered 
for use by our members. We identified 
that a 'one stop shop' for commonly 
used documents (e.g. Department of 
Health Alcohol Strategy, Orange 
guidelines, Models of Care) and other 
reference sources could help to avoid 
cumbersome and repetitive internet 
searches. We have built a Publications 
Store of over 190 documents that will 
continue to grow and update over 
time. 

The site also provides a page where 
local documents such as protocols, 
policies and guidelines can be shared. 
Our intention is that this will help 


others to develop their own service 
protocols without 'reinventing the 
wheel'. We hope that members will 
feel able to share their practice 
experience and documents in this way 
for the benefit of other specialists. 

The resources section provides 
SCANbites in pdf format which will 
enable printouts in the newsletter 
design. The section also provides over 
100 links to other sites related to the 
field of addiction. 

The 'surveys and polls' section 
contains surveys by SCAN or associated 
with SCAN. It currently holds the full 
report of the SCAN First National 
Survey of Addiction Specialists. More 
material will be added as SCAN 
undertakes future projects, including a 
survey of job plans and a survey of its 
SpR membership. The 'polls' page will 
show an archive of the polls that have 
been presented on the site to get a 
'snapshot view' of specialist opinion on 
various issues. The most recent poll 
will always appear on the homepage of 
the members' area or as a separate 
window upon exiting the site. 

The discussion forum is a facility 
for people to post messages that are 
viewable by all other members and can 
be added to, thus creating 'discussion 
threads'. We hope that specialists will 
make use of the discussion forum, 
where they may raise issues, ask for 
others' opinions, join debates, and 
share information. 

The forum will be as dynamic as 
the members make it. We have been 
clear from the beginning of web 
development that in order to function 
best, this facility must be accessible 
only to members. We hope this will 
keep discussions relevant to addiction 
psychiatry and the issues around it. 
Currently there is one forum for all 
members to use. Further discussion 
with the SpR network will determine 
whether we develop a dedicated SpR 
forum. 

The SCAN website will also 
feature news updates from the field as 
well as a notice board that members 
can contribute to by emailing 
scan@nta-nhs.org.uk. 

Developing the SCAN website has 
proved both a challenge and a creative 
experience. We hope you will enjoy 
and utilise the site. Development of 
the SCAN website is an organic process 
and we want members' input as it 
progresses. 

If you have any comments or 
suggestions about improving the site 
we would like to hear from you. 

Meredith T. Mora 
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INTERVIEW: KERON FLETCHER 


Dr Keron Flebcher: 
coming home 


Name Keron Fletcher 

Age 48 

University University of 
Birmingham 

Position Clinical Director of 
Substance Misuse, Shropshire 
PCT; consultant for New House 
inpatient service and local 
clinics / Secretary of the UK 
Regional Representatives group, 
RC Psych. 

Interests Church, outdoor 
pursuits. Keron is "mad keen" 
on long distance cycling. 
Though recovering from two 
accidents involving unobservant 
motorists, he is unstoppable! 


"I was... public 
enemy number 
one for a while.” 




A 


KERON FLETCHER 


K eron Fletcher has 

always loved flying so 
it was no surprise 
when he joined the RAF to 
train as a GP after medical 
school. He learned to fly with 
the university air squadron but 
he has committed to what he 
found to be his other passion - 
psychiatry The RAF provided 
his training in psychiatry where 
he worked as a general adult 
psychiatrist for 8 years, which 
included the management of 
psychological trauma. This 
role took him all over the 
world with his work debriefing 
released hostages. Inevitably 
he saw the link between 
trauma and addiction and 
began working in addictions. 
Keron assisted in the 
reorganisation of RAF alcohol 
services and became heavily 
involved in helping to 
revamp RAF policy in 
dealing with heavy 
drinkers in the military. 
Adding research in to the 
mix sealed his fate - 
Keron was sold on a 
career in addiction 
psychiatry. 

Keron left the RAF 
after 16 years and went 
straight into a full-time 
addiction psychiatryjob 
in Shropshire, where he 
implemented changes to 
what he discovered was a 
very disjointed service. 

"I've been in this job 
for 10 years and I love 


the work! I had a very rough 
ride at the beginning because I 
came into a service that was 
not at all medically orientated. 
There were two agencies and 
minimal prescribing with no 
clinical review. Coming in as 
the doctor to tidy that up 
made me public enemy 
number one for a while. It 
was a hard period then but I've 
got fantastic medical 
colleagues and in the last four 
years the relationships with the 
community teams have 
improved dramatically so there 
is very close joint working now. 
I've ended up with something 
I feel very proud of in a way. 

We introduced a county-wide 
policy four years ago that all 
new methadone patients must 
start with daily supervised 
consumption. 

"We haven't had a 
methadone death since then. 

45 out of 65 pharmacies offer 
supervised consumption now 
and shared care is working 
well. We have driven home 
three golden principles of 
methadone prescribing: 'High 
enough doses, for long enough 
periods of time, with safe 
enough pick up regimes'. GPs 
become interested as they see 
better results." 

However, Keron's "golden 
principles" are also flexible 
enough to enable patients in 
remote areas to comply with 
treatment. Fond of his 
aphorisms, Keron describes the 


Addiction Psychiatry Services Project 

The College Research Unit has been funded by the Department of Health to conduct a study of the 
roles and responsibilities of specialist addiction psychiatrists in England. The study provides a unique 
opportunity for addiction psychiatrists to describe the nature and scope of their work. It consists of: a 
mapping exercise to identify addiction psychiatrists; in-depth interviews and focus groups; a postal 
survey; and a re-convening of the focus groups to discuss the study results. The postal survey will be 
conducted this autumn and we would like to include as many addiction psychiatrists as possible. If 
you are a specialist who has not already been contacted by us about the study, we would like to hear 
from you at: Royal College of Psychiatrists' Research Unit, 6th Floor, 83 Victoria Street, London SW1H 
OHW (mdurand@cru.rcpsych.ac.uk Tel: 020 7227 0824 Fax: 020 7227 0850). 

Mary Alison Durand and Professor Paul Lelliott 


service as "safe, effective and 
flexible." 

"I adore my work, I love 
the client group. I love the fact 
that they respond so positively 
to minor offers of help. Once 
they understand the rules 
they're fine. There's a 
stereotype of the addict being 
difficult and manipulative and 
aggressive - but we just don't 
see that. We play it "firm, fair 
and friendly" and it's a system 
that works well." 

Unwelcome in some 
Shropshire PCT buildings, 
Keron has been heartened by 
the interest of local 
communities and church 
groups in ensuring services are 
provided for addicts. 

"In some areas we run 
clinics out of church halls - a 
new clinic is about to start in a 
village hall. It is bizarre that 
hospitals owned by the same 
trust that I work for won't let 
us in to do clinics. We've been 
received by the Christian 
community in some places 
where we haven't been well 
received by the medical 
community. The MPs have also 
got behind improving services 
for addicts in their areas." 

Keron and his team are 
also working on several 
research projects including 5- 
day Subutex detoxes, 
comparative incidences of 
childhood sexual abuse and an 
NTA-funded project on 
supervised methadone 
consumption. 

"With our Subutex project, 
we're finding that 'short and 
sweet' seems to yield high 
detox success rates." 

Keron also stays in touch 
with his military background. 
Once a week he does a clinic 
for a charity for psychologically 
traumatised ex-servicemen. He 
continues to be very interested 
in the links between addictions 
and trauma. 

I n a way Keron has come 
full circle. He works across the 
road from the grammar school 
he went to as a boy. Having 
lived all over England and in 
Germany, he says it has felt 
good to return to the place he 
was raised to give something 
back to his home community. 

Meredith T. Mora 
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BAP GUIDELINES 


BAP issues new consensus guidelines 
on pharmacolocpcal interventions 

Dr Anne Lingford Hughes, Dr Sarah Welch and Prof. David Nutt explain what they are about. 


T he aims of the 

British Association 
for Psycho pharm¬ 
acology (BAP) are to 
advance education and 
research in the science of 
psychopharmacology and 
playing a key role in 
achieving these are the 
publication of evidence- 
based guidelines - the 
latest of which covers the 
psychopharmacology of 
substance misuse and 
dependence and co¬ 
morbidity with psychiatric 
disorders 1 . 

The aim of these 
guidelines is to provide a 
useable, comprehensive 
overview of the evidence to 
guide clinical management 
in typical UK treatment 
settings rather than to 
produce specific protocols. 
The guidelines were written 
after a meeting where a 
panel of expert reviewers 
presented their appraisal of 
the evidence, followed by 
discussion including 
representatives of 
interested parties such as 
pharmaceutical companies, 
Alcohol Concern, 
Methadone Alliance and the 
National Treatment Agency. 

The document covers 
pharmacological treatments 
for the misuse of nicotine, 
alcohol, benzodiazepines, 
stimulants (cocaine and 
amphetamine) and opioids. 
Recommendations, and the 
strength of the evidence, 
are presented in 
standardised form. 

They cover the 
management of withdrawal 
and detoxification, 
reduction of harms by 
prescribing substitute 
short or long-term 
pharmacotherapy, 
prevention of complications 
of substance use and 
maintenance of abstinence 


for each substance where 
appropriate. Also covered is 
the management of 
substance misuse in 
pregnancy and comorbidity 
with psychiatric disorders, 
including depression, 
anxiety, schizophrenia and 
bipolar disorder. 

Key uncertainties are 
also highlighted since it was 
evident that there are many 
gaps in our knowledge and 
further research is required. 
Our intention is that the 


guidelines will promote 
consensus and evidence- 
based practice by bringing 
together contributions from 
experts in the field. 

1. Lingford-Hughes, A., 
Welch, S. & Nutt, D. (on 
behalf of the consensus 
group) (2004) Evidence- 
based guidelines for the 
pharmacological 
management of 
substance misuse, 
addiction, and 


co-morbidity: 
recommendations from 
the British Association 
for Psychopharmacology, 
Journal of Psychopharm¬ 
acology 18(3), 

September 

w w w. sagep u b I i cati o n s. co m 
© British Association for 
Psychopharmacology, 
2004, All rights reserved. 
They will also be 
available in the near 
future via the BAP 
website: www.bap.org.uk 


Treating the Precpiarit Substance Misuser: 
Perspectives from Dr Judy Myles 


T reatment of the pregnant drug or 
alcohol misuser is both an 
opportunity and a challenge for 
addiction services. It is particularly 
complicated by the need for both mother 
and foetus/neonate to receive treatment and 
care with the needs of the foetus/neonate 
taking priority in the decisions made. 

This is clearly illustrated when reviewing 
the research literature which mainly explores 
the impact of treatment on neonatal 
outcomes with little reference to the 

outcomes in the 
mothers or the 
wider family. 
Differences of legal 
policy and practice 
between countries 
make comparison of 
evidence 

problematic, e.g. the 
legal status of a 
foetus in the USA 
compared to the UK. 
Ethically, across cultures, there has been 
a reluctance to expose the foetus to the risks 
of RCTs. This has resulted in a paucity of 
rigorous quantitative research to inform 
practice. 

The multiplicity of substances used and 
the multi-axial need of these women make it 


particularly difficult to determine the true 
effect of an intervention. However pregnancy 
itself enhances motivation and is an 
opportunity for positive change. 

Despite the difficulties described above 
there is a robust body of clinical experience 
and qualitative research. The application by 
practitioners of general principles of best 
practice, as disseminated in clinical 
guidelines and research literature, has shown 
marked improvements in outcome, 
particularly for the neonate, over the last two 
decades in the UK. 

Services have recognised the complex 
issues involved and there are some 
remarkable examples of integrated service 
provision that brings together maternity, 
social and addiction services in a single 
setting in attempts to improve engagement, 
retention and outcomes in this population. 

There remains an incomplete 
understanding of the type of provision that 
currently exists and what works best, what 
the different needs of minority populations 
are, what differences exist between rural 
and urban need, the views of the service 
users or their families, and whether these 
services offer best value and long-term 
management. 

Dr Myles contributed to the BAP guidelines. 
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HUMOUR 


St Hilda's 

Substance Misuse Service 



"Putting St Hilda's Integrated Trust at the heart of the NHS" 


Episode 2. Meek's first day: the nightmare begins by Ron Measley, staff writer 



AS DR CHRIS MEEK PULLED 
his car into the driveway of St 
Hilda's he was filled with a 
mixture of pride and 
excitement at starting his new 
job. As the newly appointed 
consultant in substance 
misuse psychiatry at St Hilda's 
he was still getting used to the 
idea of signing his letters as 
"consultant": a long held 
ambition finally realised. He 
scanned down the signboard 
at the entrance looking for his 
new service. However, 
strangely, St Hilda's Substance 
Misuse Service did not feature 
anywhere. So he went to 
reception to ask for 
directions. 

“WHICH?SUBSTANCE ABUSE 
what?Janice we've got a bloke 
here who says he's looking for 
abuse. Shall we give 'im it 
then? No sorry mate, haven't a 
clue." 

This interaction left Chris 
slightly unnerved. What he 
didn't know at this stage was 


that everyone in St Hilda's 
Integrated Trust knew exactly 
where his service was located, 
but would rather pretend that 
it was not within 100 miles of 
the hospital. Undeterred he 
decided to proceed on foot. 

Having got lost 
somewhere in the grounds of 
the hospital he finally met 
someone who looked as if he 
knew where he was going. 

"Lost mate?" he offered 
helpfully. 

'Yes, I'm looking for the 
Substance Misuse Service," 
replied Meek. 

"Well, you've come to the 
right man. Been going there 
since I was knee-high to a 
methadone bottle. Follow 
me." And they set off across 
the car park. 

'The drink, is it mate?" he 
said making idle chit-chat. 

"I beg your pardon?" 
replied Meek indignantly. 

"Well, pardonnez moi, but 
you don't exactly look like 
your average smack 'ead." 


“No, I work here. It's my 
first day." 

"Well what do you know? 
Well, good luck mate. Bunch 
of useless p***** j-******* 
working here. I should know." 

At that point they arrived 
at the fortified entrance to the 
clinic sandwiched between the 
mortuary and the works 
department. 

Beeep. “Dr Meek reporting 
for duty," said Meek proudly. 

"Clinic's shut mate. Come 
back at 2," was the reply. 

“'Ere leave it to me mate," 
offered his new found friend. 
"If you don't open the f****** 
door I'll torch the building 
and do everyone a favour." 

“Come in then, Rick." 
Bzzzzzzz. 

"HELLO. I'M YOUR NEW 
consultant, Dr Meek," Chris 
offered at reception to an 
absent-minded-looking nurse 
who was filling out some sort 
of statistical return. 

"Yeah. And I'm Mother 


Theresa. Here, fill this pot and 
take a seat in the waiting 
room." She offered a plastic 
specimen container without 
looking up and gestured 
towards the Gents. 

"I think there must be 
some mistake," said Chris. 

"No mistake, love. No pee, 
no script. You know the 
rules." 

Thinking it may be better 
not to create a scene at this 
stage, Chris did what he was 
told and came back complete 
with sample. 

"Good boy!" At this stage 
the nurse looked up. "Oh my 
god! You are the new 
consultant! Your office is over 
there, doctor. Can I get you a 
coffee?" 

"GOOD OF YOU TO SEE ME 
doc," said Rick. "Sorry about 
the misunderstanding in the 
car park." 

"Easily done. Now what 
can I do for you today? I see 
from your file you're on 15 
amps of palfium, 50mg of 
valium, 5g of amphetamine 
sulphate and 150mg of 
methadone tablets a day! How 
long have you been on that 
then?' 

“Years, mate. I've 'ad an 
'ard life, an' it just gets 'arder. 
The last shrink knew what I 
needed and I 'ope you've got 
the sense to an' all. You look 
like an understanding bloke." 

"Well, this is rather a lot of 
drugs." 

"I know mate. An 1 1 need a 
month's supply this time an' 
all. Going to visit me sick 
mother in Ireland, mate. 
Proper rattlin' she is. Tell you 
wot mate. I'll give you a great 
deal. I got this car CD player 
for a monkey. To you mate, a 
pony." Rick pulled a CD 
player out of his sheepskin 
coat. 

"Gosh! What a 
coincidence. That's just like 
the one I had stolen the other 
day. That's a good deal." 

"I knew you was a clever 
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1. Breaches 


Q. So what are breaches then? 

A. Well, this is what we now call a situation when a patient referred to your service has 
to wait more than 17 weeks for an out-patient appointment or more than 9 months for 
an in-patient bed. 

Q. I don't remember agreeing to any of this. 

A. No this was all decided by those nice people in Whitehall for the purposes of re- 
election. 

Q. OK, I suppose they know best. So all we have to do is stay within these limits 
and all will be well? 

A. No, these are the definitions of breaches for 1st April 2004. For December 2005?The 
targets will be 3 months for outpatients and 6 months for inpatients. And that doesn't 
include the NTA's waiting time targets. 

Q. Cripes! So what happens if I have a breach? 

A. Be worried. Very worried. A breach triggers a cascade of activity. The clinical director 
needs to phone the trust chief executive immediately. The CEO then needs to phone 
the Strategic Health Authority CEO notifying them of the breach. The service manager 
then needs to prepare a report within 24 hours for the trust CEO to send to the 
Strategic Health Authority Performance Team, explaining why the breach has happened 
and what is being done to put it right. An action plan to prevent breaches needs to be 
drawn up by the service manager and the modernisation manager to ensure that it 
never happens again. 

Q. Gulp. But what if the clinical director and the service manager and all the 
clinical staff who will undoubtedly be engulfed by the ensuing melee of a breach 
were instead deployed seeing patients, couldn't that reduce the chance of 
breaches? 

A. Don't ask stupid questions and get 'on message'. 

Q. But sooner or later you will need a Breach Manager who will have to develop 
a Breach Database which will need to be maintained by a Breach Administrator, 
who in due time will need an Assistant Breach Administrator to cope with the 
increased workload, resulting in the diversion of increasing numbers of front¬ 
line clinical staff to the administration of breaches, until everyone is deployed 
on sorting out breaches and no one is left to see any patients within the 
prescribed time limits. 

A. I'm warning you. This is a serious issue. If you take that attitude you could be sent 
on gardening leave and then what would happen to the breaches. 

Q. My point exactly! 


shrink, mate. I can seeyou'n 
me's going to get on like an 
'ouse on fire. Next time I'll tell 
you about me dreams if you 
like." 

MEEK EMERGED FROM A 
busy clinic looking for 
caffeine, sympathy and a 
secretary to type the letters. 

"Could you tell me where 
I can find the clinic secretary?" 
he asked Mandy, the clinic 
nurse who was now slightly 
more receptive. 

"Are you having a laugh? 
Didn't they tell you? We lost 
the secretary's post in the last 
round of cuts." 

"But how am I going to do 
all these letters? How can I 
even write to the trust to ask 
for a secretary?" replied Meek. 

"If you need to do a letter 
there's a typewriter over there. 
Otherwise, you can find pens 
and paper in the stationery 
cupboard. Welcome to the 
NHS, doctor! Make sure you 
lock up when you're finished." 

AS MEEK RETURNED TO THE 
car park at 8pm after putting 
all his letters in the post 
room, it was already dark. It 
had been a hard day filled 
with challenges and 
disappointments. But he 
managed to crack a smile as 
he thought about driving 
home with his replacement 
car CD player. But there was 
something odd about his car. 

It seemed to be floating in 
mid-air. Then he noticed the 
stack of bricks under each axle 
where the alloy wheels used 
to be. It was going to be a 
long night. 


Next episode: Cost 
improvement bites 


Disclaimer: St Hilda's 
Substance Misuse Service and 
all who serve in it are purely 
fictional. Any resem bl a nee to 
real events or characters , 
living or dead , is entirely 
coincidental. 


Not to be confused with: 


Beaches: where you would prefer 
to be when a breach is detected. 

Botches: what happens when you 
become too obsessed with breaches 
and take too many patients onto 
your caseload. 

Breeches: that's just pants. 
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NEWS 


NICE & DRUG MISUSE 
GUIDANCE 

TH E management and care of drug misuse 
has been included in the work programme 
for the National Institute of Clinical 
Excellence (NICE). The announcement was 
made in June with the Department of Health 
and the Welsh Assembly Government 
referring the treatment of drug misuse for 
the development of clinical guidelines. 
Additionally, methadone and buprenorphine 
as opiate substitutes and naltrexone as a 
treatment of relapse prevention were within 
the sixteen technologies put forward for 
appraisal by NICE. The expected date of 
issue of these appraisals is November 2006. 
For more information visit: www.nice.org.uk 


ALCOHOL CONCERN'S CHIEF 
EXECUTIVE MOVES ON 

OVER the last 15 years Eric Appleby has 
worked to increase the prominence of 
alcohol issues. Many of you will have 
recognised his work over the years and 
work alongside him on a variety of matters. 
Recently it was announced that Eric Appleby 
would be leaving Alcohol Concern to take 
up a new role. The post has been advertised 
and Alcohol Concern News states that 
Richard Phillips will act as interim CEO until 
a successor is found. 


NOTES FROM THE FRINGE 

SCAN bites has been contacted in the wake 
of the National Alcohol Harm Reduction 
Strategy. A co n su I tan t recen tl y vi si ti n g th e 
SCAN team stated: "I was reading the 
newspaper ["Blunkett warns on binge 
drinking", The Guardian 12th May 2004] 
on the tube today and thinking just how the 
government would control irresponsible 
(alcohol) promotions, when I passed a bar 
selling Delirium Tremens! 11 . The bar was 
not in fact selling severe alcohol withdrawal 
rather a bottled beer from Belgium... 

Another SCAN member alerted SCAN bites 
to a Metro Digest article [Metro, 11th May 
2004], which reported: "A brewer is to sell 
its real ale in cardboard milk-style cartons to 
get round anti-alcohol laws". How 
thoughtful! 

SCAN welcomes your 
contributions: scan@nta-nhsorg.uk 


Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 


NTA CLINICAL TEAM UPDATE 

from Dr Emily Finch 

TH E clinical team at the NTA is finally 
going to expand. At the moment it consists 
of me, Dr Nat Wright, aGPfrom Leeds and 
Shan Barcroft, a nurse from Peterborough. 
We all work two days a week for the NTA. 

I am an addiction psychiatrist at the South 
London and MaudsleyNHS Trust for the 
rest of the week, Nat is an academic GP 
who specialises in the homeless and 
currently does his clinical work in a prison 
and Shan works as a G Grade nurse in a 
DTTO team. We are about to recruit a 
pharmacist and a psychologist to assist us 
with professional issues directly relevant to 
those disciplines. 

The clinical team's work is to provide a 
clinical focus to the NTA's work 
programme. The most obvious part of this 
is answering clinical queries which come in 
from a variety of sources including 
clinicians, commissioners, regional 
managers, users and carers. 

In the last few weeks the inspections 
agenda has been prominent. The 
inspections programme is a joint pilot run 
by the Health Care Commission (exCHAI) 
and the NTA. DAT areas have been invited 
to take part in the pilot and the final sites 
are being selected. The clinical team have 
been involved with the standards and 
criteria for the inspections - making them 
clinically valid and meaningful. Other pieces 
of work include producing guidance for the 
pilot heroin programmes and taking 
forward the dual diagnosis agenda in the 
NTA by commissioning a piece of work on 
mild to moderate mental illness in clients 
attending substance misuse services. 

Nat Wright is tasked with monitoring 
the implementation of the new GP contract 
but so far there seems to have been little 
impact nationally on treatment provision. 
Shan Barcroft is looking at nurse prescribing 
with the aim of producing national 
guidance by the beginning of next year. 
Emily Finch, Clinical Team Leader 
emily.fi nch@nta-nhs.org.uk 


THE FEDERATION 

The Federation is a national charity and 
membership body providing drug and 
alcohol-related support to black, south 
Asian, and visible minority professionals and 
communities. It acts in a consultant advisory 
capacity to central government, informing 
the implementation of the national drugs 
strategy from a culturally sensitive 
standpoint, through its membership and its 
regional and local structures. 

For more information contact: Ma Kkaya 
Nefertari or Patricia Lamour; Tel: 020 8692 
2525 Email: enquiries@thefederation.org.uk 



EVENTS 


SCAN National Launch 

16 -17 Sep 2004 The Belfry, Birmingham 
Topics include: 

• Defining the role of the addiction specialist 

• Influencing national policy 

• Working with commissioners 

• Leading service development 

Contact: Amy Wolstenholme, SCAN Administrator 
020 7972 2277 email scan@ nta-nhs.org.uk 

South West Substance Misuse Specialists Group 

29th Oct 2004 Venue: contact Dr Barnes 
The group meets quarterly, usually at a venue 
central to the region. A lunch is followed by a formal 
business meeting and an opportunity for education 
and informal networking. SCAN will be attending 
this meeting 

Contact: Dr] on Barnes jon.barnes@ sompar.nhs.uk 

SSA Annual Symposium 2004 - 'Treatment of 
Addiction: Examining Legitimacy, Competence 
and Effectiveness in Primary and Secondary 
Care" 

18-19th Nov 2004 The Royal York Hotel, York 
The conference will address addiction treatment in 
primary and secondary care with a view to 
enhancing collaboration and understanding, 
examining its purpose, its outcomes and the 
knowledge base from which to improve it. 

The society lecture will be given by Professor 
Griffith Edwards. 

Contact: Christine Weatherill Tel: 0113 2951330 
Email: training@ lau.org.uk 


Editorial Team 

Editor-in-Chief Colin Drummond 
Production Editor Tom Phillips 
Features Editor Meredith T. Mora 
Administration and Distribution 
Amy Wolstenholme 
SPR Editor Susanna Galea 

Contact: 

SCAN, 5th Floor, Hannibal House, 
Elephant & Castle, London SE1 6TE 
Tel: 020 7972 2277 Fax: 020 7972 2248 
scan@ nta-nhs.org.uk 

www.scan.uk.net 
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SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 


PUBLISHED BY SCAN, LONDON. COPYRIGHT SCAN. DESIGN & PRODUCTION SWALLOW COMPANY 













